As this report is being written (04/09), there are 1.51 million confirmed COVID-19 cases worldwide, and 434,114 in the United States. The healthcare system is overwhelmed by patient volume and changing guidelines during this uncertain time \[[@bb0005]\]. As a result, the ability of trauma centers to care for critically injured patients will be affected. To alleviate the burden on trauma center preparation for triennial verification, the American College of Surgeons Committee on Trauma (ACS-COT) has granted extensions for trauma centers that are verified or applying for verification \[[@bb0010]\].

Social distancing is recommended at this time \[[@bb0015]\]. With fewer people commuting, there is reduced numbers of injuries. A study in Anhui, China, showed the quarantine strategy resulted in significant decreases in traffic-related accidents \[[@bb0020]\]. In addition, recent vehicle crash data from the Department of Transportation showed a dramatic reduction of traffic-related accidents in Florida, New York and Massachusetts between October 2019 and March 2020 \[[@bb0025], [@bb0030], [@bb0035]\]. These states are among the top 10 for confirmed COVID-19 cases. This brings into question whether the burden on trauma centers is decreasing, and how this affects trauma center performance. However, hospitals are facing the need for beds and critical care units, trauma center personnel are being utilized to help treat COVID-19 patients \[[@bb0040]\]. On a similar note, COVID-19 infected trauma patients will have increased complexity. There is also the concern for an iatrogenic infection in the hospital. A recent study evaluated asymptomatic patients who underwent surgery during the incubation period of COVID-19 infection \[[@bb0045]\]. Results showed that 100% of patients developed COVID-19 pneumonia after surgery, 44.1% required ICU admission, and 20.5% died \[[@bb0045]\]. These outcomes portend a threat to trauma patients who often require ICU care and surgical management, and may impact trauma center performance and outcomes.

These unexpected difficulties are likely to cause temporary challenges to meet the requirements for verification by the ACS-COT. However, there may be a downside to delaying verification. Trauma center verification by the ACS-COT results in lower complications among trauma patients \[[@bb0050]\]. Major complications were three times higher among elderly patients treated at a trauma center that was not ACS-COT verified \[[@bb0050]\]. This is particularly important to consider since COVID-19 related deaths disproportionately affect the elderly \[[@bb0050]\]. This suggests that the verification process plays an important role in improving patient outcomes. It is worrisome to think that outcomes may worsen as a result of the delay. Albeit intended to relieve trauma centers of the burden associated with preparing for a site visit, it is necessary to consider all the effects on postponing verification.

After granting a one-year extension for verification, the ACS-COT is providing some guidance to maintain trauma center access and care \[[@bb0055]\]. These include recommendations on triage, resource allocation, transport limitations, separation of COVID-19 patients, PPE, and healthy social practices \[[@bb0055]\]. However, there remains uncertainty on COVID-19 specific recommendations with respect to treating patients, supplying equipment, and management. This is a challenging period that requires timely responses to the rapidly changing environment.

Scarcity of resources also needs to be considered. The New England Journal of Medicine reported on fair allocation of scarce resources \[[@bb0060]\]. Ethical considerations yielded the following recommendations: "maximize benefits; prioritize health workers; do not allocate on a first-come, first-served basis; be responsive to evidence; recognize research participation; and apply the same principles to Covid-19 and non--Covid-19 patients." \[[@bb0060]\] The same recommendations can be applied to trauma centers. Trauma teams must consider the risks of expediting treatment potentially outweighing the risks of postponing treatment. Perhaps stabilization alone is a more appropriate course of action due to an increased risk of mortality in surgery associated with COVID-19 patients. Nonsurgical alternatives, such as pharmacologic therapy and immobilization and fixation of fractures, should also be considered. This requires individual interpretation and evaluation of patients on a case-by-case basis as some individuals may not be eligible for nonsurgical treatments. The report notes that respiratory therapists and critical care staff are the limiting factor for ventilator use, emphasizing the importance of healthy medical workforce on patient outcomes \[[@bb0060]\].

Trauma care has variable risks and benefits. The scales have changed, and we must re-evaluate the risks and benefits to ensure the best outcomes during this pandemic. Trauma centers need to be aware of the potential negative effect the delay in verification may have on their patient outcomes. This should be supplemented by COVID-19 specific guidelines from the ACS-COT. In addition, guidance on developing prioritization schema, potential impacts on health disparities, what to expect in terms of patient outcomes, and how to communicate these changes with patients is needed. This will allow trauma centers to provide the best care to the most patients.
